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 CULTURALLY SENSITIVE IN-HOME PSYCHOTHERAPY FOR URBAN LOW-
INCOME AFRICAN AMERICAN ADOLESCENTS 
AARON THOMAS ELLINGTON 
ABSTRACT 
 There is a lack of outcome research in regards to the treatment of adolescents, and 
even less for urban low-income African American adolescents. In the past, the fields of 
counseling, psychology, and social work have focused on individual counseling 
approaches and in-patient treatment facilities as methods for dealing with adolescents 
with drug, alcohol, and mental health issues (as well as other delinquent behaviors). The 
purpose of this study is to use archival data to answer research hypotheses to gain a better 
understanding of what variables (more specifically treatment modality) aid in the 
treatment of urban low-income African American adolescents. The Ohio Mental Health 
Outcomes Task Force (OTF) developed an initial set of critical consumer outcomes and 
recommended to Ohio Department of Mental Health (ODMH) a standard, statewide, 
ongoing approach to measuring outcomes for consumers served by Ohio’s public mental 
health system. The Ohio Mental Health Consumer Outcomes System (Ohio Scales) was 
created from this process. Multivariate Analysis of Variance (MANOVA) and Analysis 
of Variance (ANOVA) were used to test six hypotheses that used the Ohio Scales data to 
determine if there is a significant relationship between adolescent “functioning”, service 
satisfaction, and treatment modality (i.e., “In-home”, “Mixed”, or “No In-home”). The 
results of this investigation support this researcher’s hypotheses and previous research, 
that a more culturally sensitive in-home treatment would be more beneficial and a 
preferred modality of treatment over “traditional” treatment for urban low-income 
African American Adolescents. Agencies that do not have any in-home treatment 
vii 
 modalities in their programming may consider the supportive research to discern if it is 
needed to help their particular adolescents obtain positive outcomes. Any given non-
profit agency’s life line is its outcomes. Without demonstrating positive outcomes for 
what services are provided, an agency’s existence is limited. 
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CHAPTER I 
INTRODUCTION 
 Culturally sensitive treatment in this research refers to psychotherapies, case 
managers, and/or social workers ability to take into account a client’s culture when 
providing various services. In addition, a goal of psychotherapy is to enhance and 
empower an individual to handle his/her environment and life situations to the 
satisfaction of the individual and the community. Juntunen (2002) stated that many low-
income people in the African American community need to feel empowered (especially 
adolescents) over the environment in which they live. Empowerment (defined as helping 
individuals find their own internal strength and confidence) can be a very strong 
motivator for positive change. Juntunen went on to state that most African Americans 
need to know that they can change the environment in which they live. For example, 
some adolescents feel that they have little control over their external environment, so they 
may compensate by forming empowering close peer groups.   
 As adolescents get older in American culture they should become more intra 
dependent, form a sense of identity, and hence, empower themselves to change the 
environment in which they live (Juntunen, 2002). Biafora, Taylor, Warheit, Zimmerman, 
and Vega (1993) stated that most African American adolescents do not gain this sense of 
control and empowerment to change their environment in the same way as their 
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 Caucasian peers. Most African American adolescents not only feel powerless to change 
their present environment, but they do not anticipate gaining greater control in the future 
(Biafora, Taylor, Warheit, Zimmerman, & Vega, 1993). For example, low-income 
African American adolescents see their parents and other adults in their neighborhood as 
trapped in a cycle of poverty, racial discrimination, and, in some cases, educational 
deprivation. To gain a sense of control, they form close peer groups like their Caucasian 
counterparts but, due to the overwhelming amount of oppression and poverty within their 
community, the peer groups’ methods of empowerment are sometimes anti-social (e.g., 
gang violence, drug trafficking, substance abuse, etc.). 
 In the past, the fields of counseling psychology and social work have focused on 
individual counseling approaches and in-patient treatment facilities as methods for 
treating adolescents with drug, alcohol, and mental health issues (as well as other 
delinquent behaviors). Street and Freidman (1984) found this to be a very expensive and 
ineffective means of working with this population. Street and Freidman, in citing service 
standards, appropriateness of placements, and outcome research, concluded that services 
were either ineffective or that there were problems within the existing placement 
institutions. Street and Freidman, as well as Zarski, Pastore, Way, and Shepler (1988), 
encouraged the development of innovative and cost-effective programs that can benefit 
severely disturbed youngsters and help families avoid placing these children out of their 
homes. Also, Buchanan (1993) identified “three themes upon which students from 
different backgrounds [in this case, white middle-class eighth graders and black low-
income eighth graders] may be differentiated with respect to their decision-making 
processes about illegal drug use: different motivations; different experiences and feelings 
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 about various institutions in our society; and different attitudes regarding the efficacy of 
social norms” (p. 631). Buchanan concluded that:   
…programs need to consider the implications of potential differences in the 
motivations of students from different social backgrounds. The results of this 
research question the assumed existence of a set of common, universal etiological 
factors leading to drug use.... Hence, the dissemination of programs based on one 
universal model may no longer be justified (Rogers, Howard-Pitney, & Bruce, 
1989). The results here indicate that programs need to be tailored to the respective 
motivations of different target populations. (p. 640) 
 
 This research illustrates not only the need for new and innovative programs, but 
also the need to address cultural and economic differences. That is where psychotherapy 
can assist; not traditional psychotherapy, per se, but a more culturally sensitive in-home 
psychotherapy. Some assumptions, definitions, and parameters need to be established, 
before a discussion of the details of this type of psychotherapy can be made. 
1.1 Assumptions, Definitions, and Parameters 
 First, the population that is being focused on in this dissertation research is urban 
low-income African American adolescents with substance abuse and/or mental health 
issues, and their families. No participants were used in this research, just archival data 
from a state database of outcomes. This particular population is the focus of this 
dissertation research for several reasons. First, research has indicated that understanding 
the effects of culture and society on mental health, mental illness, and mental health 
services is essential to developing appropriate mental health services that are more 
responsive to the cultural and social contexts of racial and ethnic minorities (Hines-
Martin, Malone, Kim, & Brown-Piper, 2003). Second, low-income African Americans 
access mental health services (which includes drug abuse services) more than any other 
segment of the African American culture (Snowden & Thomas, 2000). Nevertheless, 
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 African Americans still access mental health services less than their Caucasian 
counterparts of any social economic status (SES). By assessing information from low-
income African Americans, this research will be more representative of a majority of the 
African Americans accessing mental health services (Snowden & Thomas, 2000). 
Finally, treatment outcome research with adolescents is still lacking. Friedman, Fisher, 
Schonberg, and Alderman (1998) stated that there are few formal evaluations of 
psychotherapy with adolescents; a majority of outcome research on adolescents has 
studied behavioral and cognitive-behavioral interventions, with very little regarding 
humanistic, psychodynamic, family/system, or eclectic approaches. In addition, Kazdin 
(1990) found, after observing group therapists with adolescents that only 25% of them 
actually carried out the therapeutic approach correctly. 
 Culturally sensitive in-home psychotherapy makes some basic assumptions:  
1) clients will be receptive to a stranger entering their home 
2) clients get more out of therapy in their home environment 
3) African American clients prefer African-American counselors over Caucasian 
counselors (Biafora et al., 1993) 
4) substance abuse and/or mental health issues can be effectively addressed in the 
home 
5) the environment in which the client resides plays a major role in  their therapy 
6) this service is not being provided currently in the African American 
community 
7) African American clients’ needs are different from that of Caucasians 
8) the family is willing to work together to solve their problems 
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 9) that the client’s home is a place that psychotherapy can be performed 
effectively, with minimum interruptions 
 Focusing on the cultural component, positive African American role models play 
an important part in helping adolescents to recognize the benefits of self-empowerment. 
Research has shown that African Americans are generally distrustful of Caucasians 
(Biafora et al., 1993).  Competent African American counselors are needed to work in the 
African American community, especially with adolescents. African American 
adolescents need to see positive African American individuals, preferably from their 
community, who are using their skills and talents to help the community as a whole. 
African American culture has always been a community-oriented culture, but in the past 
decade or so African Americans have gotten away from this guiding philosophy, 
affecting the entire African American community (Dornbusch, Ritter, & Steinberg, 
1991). As a result, adolescents turn to their peer groups, instead of elders, for guidance. 
The adverse affect on the African American community is that only individuals who have 
assimilated into the mainstream may prosper. 
 The basic goal of culturally sensitive in-home psychotherapy is to provide a 
community-oriented agent designed to uplift the African American community as a 
whole. Since the focus of this dissertation research is with urban low-income African 
American adolescents with substance abuse and/or mental health issues, some of the 
variables of culturally sensitive in-home psychotherapy will be studied with this 
population in mind. 
 The basic assumption that this study makes is that a culturally sensitive in-home 
psychotherapy approach is not being routinely implemented currently by mental health 
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 agencies. The only model that comes close is the in-home therapy model implemented by 
some agencies that services the African American adolescent substance abuse and/or 
mental health population, and even this model is underutilized. By analyzing this 
population’s perception of this model, as well as their caregivers, it gets closer to 
answering the question, “Can implementing a more culturally sensitive in-home 
psychotherapy approach, yield greater outcomes than any other approach with this 
population?” Nevertheless, all aspects of this question are beyond the scope of this study. 
1.2 Research Hypotheses 
 The purpose of this dissertation is to answer the following research hypotheses:  
1) There is a significant difference between the Satisfaction responses (i.e., on the 
Ohio Scales form) of urban low income African American adolescents 
diagnosed with an Axis I disorder (i.e., mental health and/or substance abuse 
disorder), and the treatment modality (i.e., In-home, No in-home, or Mixed).  
2) There is a significant difference between the Functioning responses of urban 
low income African American adolescents diagnosed with an Axis I disorder, 
and the treatment modality.  
3) There is a significant difference between the Satisfaction responses of 
caregivers of urban low income African American adolescents diagnosed with 
an Axis I disorder, and the treatment modality. 
4) There is a significant difference between the Functioning responses of 
caregivers of urban low income African American adolescents diagnosed with 
an Axis I disorder, and the treatment modality. 
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 5) When considering both caregivers of urban low income African American 
adolescents diagnosed with an Axis I disorder Satisfaction and Functioning 
responses equally, there is a significant difference between treatment 
modalities. 
6) When considering both urban low income African American adolescents 
diagnosed with an Axis I disorder Satisfaction and Functioning responses 
equally, there is a significant difference between treatment modalities. 
 To begin to determine if these hypotheses are correct, a review of the literature 
was conducted. Chapter 2 provides a look at the history of adolescent treatment in the 
United States, research history of in-home psychotherapy, and research as to why the 
cultural component is needed. 
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CHAPTER II 
LITERATURE REVIEW 
2.1 History of Treatment for Adolescents 
 A brief history of the concept of adolescent mental health treatment development 
in the United States is needed to help guide the use of the term, “treatment,” within this 
study. Since the developmental stage of adolescence was defined by G. Stanley Hall in 
1904, professionals have wrestled with treatment modalities for this population. Hall’s 
two-volume book, Adolescence, published in 1904, was embraced by a multitude of 
social workers, educators, parents, school administrators, and others. Adolescence was 
identified as being an independent stage of development. According to Hall, adolescence 
was a new birth during which the individual left childhood behind. This stage begins with 
intense dualism which disrupts the harmony of childhood. Examples of dualism consist 
of hyperactivity and inertia, social sensibility and self-absorption, lofty intuitions and 
childish idiocy (Kett, 1977). 
 Hall’s views on adolescence quickly exerted a considerable influence in many 
different areas, including “general texts on psychology, studies of education, the new 
literature on child-rearing, and a variety of books on child labor, religious training, 
vocational guidance, and the like” (Fass & Mason, 2000, p. 136). Hall’s concept of the 
8 
 adolescent became a socially acceptable phenomenon/movement as an age range in need 
of special attention that was different from childhood or adulthood. 
 Actually, Hall’s concepts on this developmental stage were not revolutionary. 
There is considerable continuity between Hall’s concepts and prior concepts in the field 
of psychology. Hall’s greatest contribution was in “reshaping certain aspects of popular 
belief about youth, combining them with some of the most exciting new ideas in science 
(i.e., evolution), gathering data on a large scale, and presenting the whole in a persuasive 
and meaningful fashion” (Fass & Mason, 2000, p. 136). This method aided the overall 
social acceptance of his concepts. 
 The acceptance of Hall’s (and others like him) concepts into the mainstream 
happened during a time when America itself was transforming. Fass and Mason (2000) 
stated that America was becoming more of an urban and industrial society, and moving 
away from its agricultural, rural beginnings. Considering that most farm/rural families 
were characterized by a high degree of internal unity, urban adolescents were spending 
less time in shared activities, tasks, and entertainment with adults and children. Urban 
adolescents did not have the same significant economic function within the family as on 
the farm (such as working the same jobs as their parents). The separation between 
adolescents and adults in the urban environment created a “discontinuity of age-groups” 
(Fass & Mason, 2000, p. 137). Hall’s concepts of adolescence touched to the very heart 
of this discontinuity. Adolescents were spending more time with same age peers, than 
with adults and children. This shift created a youth culture that was peer-group focused. 
Fass and Mason (2000) stated that by the 1900s the situation had become clearer, as 
professionals started to write about gangs, juvenile delinquency, and vocational guidance. 
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  By 1920, adolescence was defined but not fully understood. A number of 
dominant images and stereotypes of adolescence dominated the time period (Friedman, 
Fisher, Schonberg, & Alderman, 1998). Adolescents were depicted as fun loving, 
carefree, and self-indulgent. This reflected the “magnanimous mood of the period 
buttressed by economic expansion” (Friedman, Fisher, Schonberg, & Alderman, 1998, p. 
4). During what they titled the “dirty thirties,” the mood changed to viewing adolescents 
as having a social conscience and heightened awareness of others. 
 By the end of the 1930s and beginning of the 1940s, the view on adolescents 
changed once again due the cataclysm of World War II. Young men were sent off to war, 
and young women assisted the war effort at home. Adolescents were viewed as serious, 
heroic, patriotic, and committed to a purpose. At the end of the war, as the United States 
emerged triumphant and the economy soared, adolescents were again viewed as silly, 
flighty, fun loving, and foolish. By the end of the 1950s, the image of adolescents would 
change to mirror movie icons like James Dean in Rebel Without A Cause. Adolescents 
were viewed as emotionally turbulent and ready to frequently strike out for no apparent 
reason. 
 Friedman, Fisher, Schonberg, and Alderman (1998) stated that by the 1960s, 
adolescents were viewed as visionaries: “Visionaries were distinguished by a purity of 
moral vision, saintlike creatures battling heroically against the immense forces of evil 
surrounding them as embodied in ‘The Establishment’” (Friedman, Fisher, Schonberg, & 
Alderman, 1998, p. 5). This image was reinforced in popular theories of adolescence 
during the time from Erik Erikson’s (1964) The Vanishing Adolescent, and Edgar 
Friedenberg’s (1969) The Making of a Counterculture. Also, television, magazines, 
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 novels, psychology textbooks and movies helped to legitimize and sustain this stereotype 
of adolescents as “engaged in a gallant, if hopeless struggle against the corruption of the 
adult world” (Friedman, Fisher, Schonberg, & Alderman, 1998, p. 5). 
 By the 1970s, the stereotype of adolescents would drastically change from 
rebellion to the “me” generation. Adolescents were viewed as not caring about social 
issues, their fellow humans, or justice. Instead of working to overthrow “The 
Establishment,” the 1970s adolescents were viewed as supporting it. By the 1980s, 
adolescents were viewed as serious but troubled. This stereotype showed adolescents as 
committed to school and work but troubled by economic uncertainty, the possibility of 
nuclear war, world famine, and the break-up of the family. “These serious but troubled 
youth are realistic rather than idealistic” (Friedman, Fisher, Schonberg, & Alderman, 
1998, p. 5). 
 Finally, by the 1990s, the stereotype of adolescents had changed once again to 
what Friedman, Fisher, Schonberg, and Alderman (1998) termed “young fogies.” This 
stereotype shows adolescents as world-weary, living with broken families, AIDS, a drug 
abuse epidemic, environmental degradation, economic uncertainty, a collapsing world 
order, and a bleak future in general. The stereotype is supported by television programs 
like Blossom, Fresh Prince of Belair, and Beverly Hills 90210 where the adolescents are 
depicted as troubled, pessimistic, jaded, hopeless, and forced into the concerns and 
problems of middle age before their time. 
 As the stereotypical views of adolescents changed, so did the treatment 
modalities. Over the years different therapies were used with adolescents, from Anna 
Freud and Melanie Klein’s adaptation of Freud’s Psychodynamic Therapy, Gestalt 
11 
 Therapy, Systems Therapy, Client-Centered Therapy, Cognitive-Behavioral Therapy and 
eclectic approaches. Each therapy was used during its time in history to solve the 
stereotypical problems of adolescence mentioned earlier. 
 But what of outcomes? Determining the psychotherapy outcomes for adolescents 
did not begin until 1952. Friedman, Fisher, Schonberg, and Alderman (1998) stated that 
in the beginning of 1952, a series of reports suggested that traditional psychotherapy did 
not yield greater improvement than that which occurred from spontaneous remission in 
the absence of formal treatment. These reports fueled a search for different approaches to 
treatment, and better documentation of the efficacy of treatment with adults and 
adolescents. 
 Nevertheless, treatment outcome research with adolescents is still lacking. 
Friedman, Fisher, Schonberg, and Alderman (1998) stated that this is due to three distinct 
reasons:  
1) There are fewer formal evaluations of psychotherapy with adolescents than 
with adults or children (with adults having the most and children second). 
2) The majority of outcome research with adolescents has focused on behavioral 
and cognitive-behavioral interventions, with very little regarding humanistic, 
psychodynamic, family/system, or eclectic approaches.  This is due to 
behavior therapists view that their treatment is a hypothetical-deductive 
process that follows scientific principles and thus is capable of being studied, 
rather than thinking of therapy as an art that can not be scientifically analyzed. 
3) Finally, the theoretical hurdle is an obstacle. Kazdin (1990) found that after 
observing group therapist with adolescents, only 65% of them actually carried 
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 out the therapeutic approach correctly.  This makes comparing the 
effectiveness of various approaches very difficult.     
 In summary, the history of adolescent treatment has changed over the years based 
on the way adolescents were viewed (especially since adolescence was defined as a 
separate developmental stage). Treatment modalities have also changed over the years, 
but the outcome research remains deficient for identifying what treatments work best 
with adolescents. Nevertheless, one aspect is clear, both traditional and innovative 
approaches need to be researched to determine their efficacy with adolescents. 
2.2 In-home Psychotherapy Research 
 Since the 1952 reports, different approaches have been developed and researched. 
One of these approaches was in-home psychotherapy. In President John F. Kennedy’s 
“Special Message to Congress on Mental Illness and Mental Retardation, February 5, 
1963,” he proposed community mental health centers be constructed to quickly treat 
individuals in their own communities (Bremner, 1974). This movement was partially 
based on the advancement of medications, but another aspect was the de-
institutionalization of the severely mentally ill. Nevertheless, this laid the road for in-
home psychotherapy, moving mental health treatment into the community. 
 Many professionals in the field of psychology have debated the effectiveness of 
in-home psychotherapy. The many studies that have revolved around this issue focus on 
three general aspects: the positive, the negative, and the financial components of in-home 
treatment. Starting with the positive aspects, Schlachter (1975) identified seven positive 
aspects of providing in-home treatment. Schlachter ran a private practice in Cleveland, 
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 Ohio that served adolescents and their families in their homes. Schlachter determined 
that: 
1. The practitioner can assess the “turf” of both the adolescents and their family 
just from seeing the home and the way it is maintained, the pets, the equipment 
for hobbies, and so on.... 
2. The practitioner can quickly evaluate intra familial communications along 
characterological lines. 
3. Adolescent clients can rapidly become comfortable and feel more at ease in the 
situation because they are in their own “ballpark,” because they can dress 
informally, and so on. 
4. The parents avoid the “hassle” of getting the adolescents to appointments on 
time, including driving through heavy traffic, and finding a place to park. 
5. In 80% of the cases seen at home, the fathers were present, so that the 
practitioner was able to bring them into the discussion and could rapidly gain a 
diagnostic understanding of family patterns.... 
6. The practitioner can assess the neighborhood, the school, and various 
community facilities used by a family. 
7. The successful use of the home visit has positive implications for education and 
training. Giving greater emphasis to the home visit in social work curricula offers 
the future practitioner an alternative way of work that he may find effective in 
meeting the needs of certain clients. (p. 427) 
 
 Nearly two decades later, other researchers found similar results. Seelig, 
Goldman-Hall, and Jerrell (1992) conducted a study of a home-based service for 
adolescents, and found that: 
Adolescent In-Home Treatment Program appears to be succeeding as an 
innovative method for empowering families to use their familial and contextual 
resources to help adolescents who are at serious risk to themselves or others. It 
offers mental health practitioners a unique resource that has more therapeutic 
force than outpatient or traditional crisis services, and it is less cumbersome and 
disempowering than traditional hospital or residential care. (pp. 147-148)   
 
 Levine and McDavid (as cited in Bishop & McNally, 1993) found that “the 
learning of parenting and family management skills is most effective when it takes place 
‘within the current reality of family life’” (p. 182). In his 1992 study of home-based 
services for families of adolescents, Werrbach stated that, “family-centered, home-based 
services share a common commitment to maintaining children in their homes whenever 
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 possible, to an emphasis on families rather than individuals, and to meeting families’ 
needs for concrete, supportive, and therapeutic services” (Werrbach, 1992, p. 505). 
 Stroul and Goldman (1990) reviewed multiple home-based programs and found 
the added value of time-limited therapy. Stroul and Goldman stated that, “in times of 
crisis, families are particularly motivated to change, and home-based workers can 
capitalize on the family’s increased willingness to accept help... The pressure of the 
limited treatment time frame often can induce changes more quickly than they would 
occur otherwise” (p. 65). Home-based counselors can then tie families into community 
resources to help them continue to work on their issues after therapy has ended. 
Henggeler, Pickrel, Brondino, and Crouch (1996) found, when studying how to eliminate 
the dropout rate of substance abusing or dependent delinquents through home-based 
therapy, that dropout rates “can be greatly attenuated by services that increase 
accessibility and place greater responsibility for engagement on service providers” (p. 
427). By taking the services to where they are needed the most (i.e., the family’s home 
and community), the dropout rate can be significantly regulated. 
 Haapala and Kinney (1988) studied high-risk status youth offenders in danger of 
out-of-home placement and the effects of home-based family preservation services. The 
program that they studied was called Homebuilders by Family Reconciliation Services 
(FRS). This was a unit within the state of Washington’s child welfare agency. Most of the 
families were of low SES. Haapala and Kinney found the following: 
The present data appear to support the contention that intensive home-based 
family preservation services effectively prevented out-of-home placements among 
status-offending youths who, at program intake, were targets for foster, group, or 
institutional care. In averting 87% of the research participants from placement for 
12 months after intake, the Homebuilders intervention hold promise as a treatment 
approach with effects that last substantially longer than the one-month 
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 intervention. It is also noteworthy that the placement avoidance rates maintained 
high stability (a range of 84.7% to 91%) across the four separate contract years 
that were part of the study. (p. 346) 
 
 Gordon, Arbuthnot, Gustafson, and McGreen (1988) studied the effects of home-
based behavioral-systems family therapy with lower SES juvenile offenders who had 
multiple offenses, including misdemeanors and felonies. The comparison group 
contained lower risk delinquents who only received probation. Outcomes were measured 
by rate of recidivism during a two and a half year follow-up period. Their findings 
suggested that “behavioral-systems family intervention with multiply offending, 
culturally and economically disadvantaged juvenile delinquents, compared to a lower risk 
group receiving only probation ‘treatment,’ indicates that recidivism can be largely 
prevented for the duration of their adolescence” (p. 251). 
 Another positive aspect of in-home approaches was the financial component of 
running such a program. Zarski, Pastore, Way, and Shepler (1988) stated that, “home-
based programs evolved from a recognition that treatment by removing a seriously 
emotionally disturbed youngster from the family was ineffective and costly” (p. 54). The 
current alternative to dealing with seriously emotionally disturbed adolescents is 
hospitalization. Hospitalization costs much more than an in-home psychotherapy 
program. During Bishop and McNally’s (1993) study of an in-home crisis intervention 
program in Buffalo, New York, they discovered that: 
The program provides a viable alternative to psychiatric hospitalization at a low 
cost and is associated with savings related to prevention of hospitalization. The 
cost of psychiatric hospitalization at Erie County Medical Center was $400 a day 
in 1989. The average length of hospitalization at the center was 11 days. We 
estimate that the crisis intervention program prevented 31 such hospitalizations, 
providing an estimated savings of $136,400. (pp. 183-184) 
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   Seelig, Goldman-Hall, and Jerrell (1992) also found in their research on 
in-home treatment programs that: 
 ...about 40% of adolescents referred for acute placement could 
successfully use this form of care. As such, intensive in-home treatment could 
become an excellent adjunctive service to residential, subacute, and hospital care, 
and, in turn, contribute to the development of an overall continuum of care for 
seriously disturbed adolescents and their families. The cost savings of 
approximately 50% would also free scarce resources for use in other parts of the 
mental health system dedicated to adolescent care. (p. 148) 
 
These are just a few examples of the many positive aspects of in-home psychotherapy. 
Nevertheless, this type of therapy does have drawbacks.  Schlachter (1975) identified 
four specific drawbacks that he experienced while working with families in their homes: 
1. When interviews continue beyond an initial evaluation, repetitive patterns can 
be established in the very places where changes are desired. 2. When the 
individual needs distance, privacy can be limited, particularly with the adolescent, 
by the closeness of other siblings, parents, or grandparents. 3. The practitioner is 
responsible for time of arrival.  The author can recall being late for sessions 
because of engine trouble, a blowout, or a delay by a freight train at a grade 
crossing. 4. Telephone calls, solicitors, or visitors can interrupt sessions. (p. 428) 
 
 Werrbach (1992) also identified that certain issues were more difficult for in-
home clinicians to manage, than out-of-home clinicians. Two issues stood out as being 
the most difficult for in-home clinicians: 1) substance abuse (a dangerous situation for an 
in-home counselor, if the family is still using or dealing out of the home), and 2) sexual 
abuse within the family. Particularly when disclosure is recent, managing a family's 
emotional responses can prove to be taxing to an in-home therapist. Even though these 
issues created additional difficulties, it was not impossible or detrimental to work with 
the families on these issues in their homes. 
 Christensen (1995) conducted a qualitative study to obtain therapists’ perspectives 
on home-based family therapy. Ten therapists participated in the study, each having both 
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 home-based and office-based family therapy experience. The following three 
shortcomings were found: 1) “Therapist responses indicated that they are unsure if client 
needs are met, and that under some circumstances the client’s situation worsens” (p. 313). 
They felt that the evaluation process fell short of determining if services were meeting the 
principal goals of home-based family therapy. 2) “Specialized training should be 
provided to supervisors and therapists in order to address unique issues that arise in the 
home.... The therapists’ current education and training did not address in-home therapy 
issues such as dangerous clients, safety precautions, and joining” (p. 313). 3) Finally, as 
mentioned early, practitioners were not well prepared for the safety issues of working in 
home-based contexts. They found that “therapists want to feel safer and to learn how to 
deal with dangerous situations” (p. 313). 
2.3 Culturally Sensitive In-home Psychotherapy 
 In-home treatment methods have many positive aspects in their favor. 
Nevertheless, all of the studies reviewed above lacked one important aspect, cultural 
applications. No studies or programs were found that combined in-home treatment, 
substance abuse/mental health, and cultural sensitive psychotherapy. This dissertation 
research examines the possible benefits of cultural sensitive psychotherapy with low-
income African American adolescents with substance abuse and/or mental health issues 
and their caregivers. 
 Nevertheless, culturally sensitive in-home psychotherapy makes some basic 
assumptions:  
1) clients will be receptive to a stranger entering their home 
2) clients get more out of therapy in their home environment 
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 3) clients prefer African-American counselors over Caucasian counselors (Biafora et 
al., 1993) 
4) substance abuse issues can be effectively addressed in the home 
5) the environment in which the client resides plays a major role in  their therapy 
6) this service is not being provided currently in the African American community 
7) African American clients needs are different from that of Caucasians 
8) the family is willing to work together to solve their problems 
9) that the client’s home is a place that psychotherapy can be performed effectively, 
with minimum interruptions 
 These assumptions can also be the limitations of this approach. For example, if 
the clients do not take in-home psychotherapy as seriously as they would in-office 
psychotherapy (despite cultural sensitive sensitivity), it could actually be detrimental to 
the family. One of the primary focuses of this dissertation is to determine if and/or to 
what degree are these assumptions true. 
 How is culturally sensitive in-home psychotherapy different from “traditional” in-
home psychotherapy? Culturally sensitive in-home psychotherapy distinguishes itself 
from “traditional” in-home psychotherapy in a very distinct way. First, culturally 
sensitive in-home psychotherapy treatment processes narrows the focus of therapy to 
contend with the specific cultural issues and idiosyncrasies of African Americans. 
“Traditional” therapy, since it was not originally designed for African Americans, lacks 
the cultural specificity this author believes is necessary when working with African 
Americans. White and Parham (1990) explained that: 
It is important to realize, however, that theories are based on the philosophies, 
customs, mores, and norms of a given culture. This has certainly been true for the 
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 theories that emerged out of the Euro-American frame of reference.... In their 
attempt to explain what they considered to be ‘universal human phenomena,’ 
Euro-American psychologists implicitly and explicitly began to establish a 
normative standard of behavior against which all other cultural groups would be 
measured. What emerged as normal or abnormal, sane or insane, relevant or 
irrelevant, was always in comparison to how closely a particular thought or 
behavior paralleled that of white Europeans and/or European-Americans. For 
many White social scientists and psychologists, the word ‘different,’ when 
applied to people, became synonymous with ‘deficient,’ rather than simply 
different.... White (1972), in his article ‘Towards a Black Psychology,’ speaks to 
this issue clearly when he contends that ‘it is difficult if not impossible to 
understand the lifestyles of Black people using traditional psychological theories, 
developed by white psychologists to explain white behavior.’ (pp. 4-5)  
 
Houston (1990) supported this theory with his statement: 
In view of the uniqueness of the Black personality..., it is likely that treatment 
approaches based on African interpersonalism and/or African self-extension 
orientation might be more effective than any other theoretical application in 
dealing with Black patients and clients. African interpersonalism suggests that the 
need for meaningful contact with others is present in all Blacks and that its 
gratification is positively correlated with psychological adjustment. (p. 142) 
 
 Cultural mistrust also produces problems in therapy, whether it is in-home or in-
office. Many researchers have found that African Americans’ mistrust of their Caucasian 
counselors has caused multiple problems for the therapeutic process (Biafora, Taylor, 
Warheit, Zimmerman, & Vega, 1993; Biafora, Warheit, Zimmerman, Gil, Apospori, 
Taylor, & Vega, 1993; Briley, 1977; Gardner, 1971; Wright, 1975). “Terrell and Terrell 
(1981) argued that because African Americans as a group have a long history of race-
related mistreatment by Whites, African Americans may have developed a generalized 
suspicion or mistrust of Whites” (as cited in Nickerson, Helms, &Terrell, 1994, p. 378). 
 One aspect that has remained consistent throughout most of this research is that 
the client’s perception is the factor that drives mistrust, not necessarily just personal 
experience. Watkins and Terrell (1988) conducted an analogue study of mistrust level 
and its effects on the psychotherapy relationship (i.e., African American client with 
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 Caucasian counselor). Ninety-five African American male and 94 African American 
female college students were studied. They found that African Americans who scored 
high on the Cultural Mistrust Inventory (Terrell & Terrell, 1981; CMI) expected less 
from psychotherapy in general, but when race of counselor was added as a variable, the 
interaction between race of counselor and expectation of psychotherapy on mistrust score 
was significant. In other words, “mistrustful Black subjects who are assigned to a White 
counselor will expect less from counseling than if they were assigned to a Black 
counselor” (Watkins & Terrell, 1988, p. 196). 
 Nickerson, Helms, and Terrell (1994) added two other variables to cultural 
mistrust and race of counselor, and that is opinions about mental illness and help-seeking 
attitude. Two findings are of particular interest. First, Nickerson et al. (1994) found that 
greater levels of cultural mistrust would negatively predict help-seeking attitudes. In 
other words, African Americans with high levels of mistrust will most likely have a 
negative attitude about seeking help. Second, they found that “greater mistrust of Whites 
was associated with more negative general attitudes about seeking help from clinics 
staffed primarily by Whites and with an expectation that the services rendered by White 
counselors would be less satisfactory” (Nickerson, Helms, & Terrell, 1994, p.378). Given 
these findings in conjunction with the historical knowledge that African Americans 
generally do not trust Caucasians, special care and considerations are needed when 
serving this population. 
 Ross, Mirowsky, and Pribesh (2002) studied levels of mistrust among urban 
residents (in Chicago). Their hypotheses looked at four specific areas: 
1) are urban residents more mistrustful than suburban residents 
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 2) does the level of mistrust increase as the SES and social disadvantage in the 
neighborhood increases 
3) are socioeconomically disadvantage individuals more mistrustful than others 
4) does observing signs of neighborhood disorder (e.g., graffiti, vandalism, run down 
or abandon buildings, noise, crime, and people hanging out on the streets drinking 
or taking drugs) affect the level of mistrust?  
Ross et al. (2002) found consistent results with all four hypotheses. In addition, 
“individuals who are young, unmarried, single parents, nonwhite, or with low education 
or low family income are less trusting than others” (p. 76). This study adds the dimension 
of SES and urban environment as factors to be considered when thinking about the levels 
of mistrust among this population. In other words, by virtue of living in an urban setting, 
the environment can have an adverse effect on the level of trust someone has. Ross et al. 
did not discuss race very much except to say that “nonwhite” individuals were found to 
be less trusting (p. 76). Nevertheless, given the area studied (urban Chicago), one can 
assume that the urban population was disproportionately nonwhite. Juntunen (2002) 
added to this concept of environmental effects stating that: 
Understanding the nature of the individual-environment interaction is essential for 
developing successful preventive and educative counseling interventions. 
Counselors are in a unique position to affect the environment positively when 
they design interventions that foster positive development. Preventative programs 
can be used to change the environments of family, school, work, society, and so 
forth. Positive changes in these multiple levels of the environments will foster 
positive development by individuals. Then, as increasing numbers of individuals 
navigate developmental crises successfully, the social environment will become 
more supportive of healthy development. In this manner, preventive and educative 
strategies can produce a self-sustaining cycle of increased healthy development. 
(p. 29) 
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  All of this literature points to the importance of home-based family therapy; the 
importance of the environment of the client; the effects of SES on clients’ attitude; the 
levels of mistrust among urban African Americans; and the importance of the therapist’s 
race. In summary, the important aspects of culturally sensitive in-home psychotherapy 
are: urban low-income African American adolescents and their caregivers prefer to 
receive treatment in their homes by African American clinicians (particularly if sessions 
are limited due to cultural mistrust issues), and the adolescent will benefit more from this 
via higher positive outcomes. The purpose of this dissertation is to examine the following 
research hypotheses, taking all of this past research into consideration:  
1) There is a significant difference between the Satisfaction responses (i.e., on the 
Ohio Scales form) of urban low income African American adolescents diagnosed 
with an Axis I disorder (i.e., mental health and/or substance abuse disorder), and 
the treatment modality (i.e., In-home, No in-home, or Mixed). 
2) There is a significant difference between the Functioning responses of urban low 
income African American adolescents diagnosed with an Axis I disorder, and the 
treatment modality. 
3) There is a significant difference between the Satisfaction responses of caregivers 
of urban low income African American adolescents diagnosed with an Axis I 
disorder, and the treatment modality. 
4) There is a significant difference between the Functioning responses of caregivers 
of urban low income African American adolescents diagnosed with an Axis I 
disorder, and the treatment modality. 
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 5) When considering both Satisfaction and Functioning responses equally for 
caregivers of urban low income African American adolescents diagnosed with an 
Axis I disorder, there is a significant difference between treatment modalities. 
6) When considering both Satisfaction and Functioning responses equally for urban 
low income African American adolescents diagnosed with an Axis I disorder, 
there is a significant difference between treatment modalities. 
The next chapter describes the parameters and history of the archived data being used, 
how the data was modified, and method of analysis. It should be noted that even though 
the aspect of the race of the therapist was addressed in the literature as an important 
variable, it is beyond the scope of this dissertation. Considering the race of the therapist is 
the next logical path that should be taken to determine if all of the assumptions made by 
culturally sensitive in-home psychotherapy are accurate.  
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CHAPTER III 
METHODOLOGY 
3.1 Introduction 
 In an attempt to address the growing need placed on responsibility and 
accountability for the end product or outcome of service, Ohio mental health agency 
administrators searched for various ways to measure outcomes in the public mental health 
care system. On September 12, 1996, the Ohio Department of Mental Health (ODMH) 
convened the Ohio Mental Health Outcomes Task Force (OTF) to address this issue. The 
membership of the OTF consisted of a culturally diverse group of consumers, family 
members, providers, members of the boards of directors, researchers and evaluators, and 
staff from ODMH and Ohio Department of Alcohol and Drug Addiction Services 
(ODADAS). The OTF developed an initial set of critical consumer outcomes and 
recommended to ODMH a standard, statewide, ongoing approach to measuring outcomes 
for consumers served by Ohio’s public mental health system. In addition, the 
recommended approach was to provide useful data to all stakeholders (including 
consumers, families, providers, boards, ODMH staff, and the public) for planned change 
at the individual, agency, and human care system levels (Ohio Department of Mental 
Health, 2005). The OTF also wanted to develop a measurement that was practical (e.g., 
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 easy to administer, score, and interpret) while still meeting stringent psychometric and 
research criteria, inexpensive, child friendly (i.e., it could be administered to children), 
and it could be administered in intervals to evaluate ongoing progress (Ohio Department 
of Mental Health, 2005). 
3.2 Instrumentation 
 The Ohio Mental Health Consumer Outcomes System (Ohio Scales) was created 
from this process. For the purpose of this dissertation, the only measurement that will be 
included is the Ohio Youth Problem, Functioning, and Satisfaction Scales (i.e., the Youth 
Ohio Scales). For the purposes of this dissertation, the term consumer needs to be defined 
to understand the population and variables being analyzed by this measurement, and what 
product is being looked for (i.e., outcomes). The definition of consumer matches that of 
the Ohio Department of Mental Health (2005): 
Consumers [are] persons receiving mental health services and/or supports 
including adults, children and adolescents [age 5-18] and their families or 
significant others. 
Consumer Outcomes are indicators of health or well-being for an individual or 
family, as measured by statements or characteristics of the consumer/family, not 
the service system. Even though outcomes often are not attributable to one service 
or program, it is our belief that these measures provide an overall “status report” 
with which to better understand people’s life situations. (p. 2-2) 
 
 The Youth Ohio Scales focuses on four primary domains of assessment, on three 
parallel forms. The three forms are the P-form (completed by the youth’s caregiver), the 
Y-form (completed by the youth), and the W-form (completed by the youth’s agency 
worker/case manager), which assesses the following four domains: 1) Problem severity, 
2) Functioning, 3) Hopefulness, and 4) Satisfaction with behavioral health services. The 
caregiver, youth, and agency worker rate the problem severity and functioning scales (see 
Table 1).  
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 Table 1 
The Categories Reported on Each Version of Ohio Scale Forms (indicated by an “X”) 
______________________________________________________________________ 
Version   Problem Severity  Functioning  Hopefulness Satisfaction 
Parent Form    X   X   X  X 
Youth Form    X   X   X  X 
Worker Form   X    X    
______________________________________________________________________ 
 The youth and caregiver rate their perception of their satisfaction with the 
behavioral health services provided on the satisfaction scales. Youth rate their own 
perception of hopefulness about life or overall well being. Primary caregivers rate their 
perception of hopefulness about caring for the identified child. In addition, the 
“Restrictiveness of Living Environments Scales (ROLES; Hawkins, Almeida, Fabry, & 
Reitz, 1992) is included on the agency worker form along with data regarding several key 
indicators that are not used when scoring the form” (Ogles, Melendez, Davis, & Lunnen, 
2000, p. 9). An example of the Restrictiveness of Living Environments Scales (ROLES) 
Weights is included in Table 2.  Even though it is helpful to have this information in 
understanding what data is collected, it is not relevant to this study. The assessment forms 
are given at four designated time intervals: 1) During intake (or in some case before 
treatment starts, if the measurement was mailed out the participant prior to the intake), 2) 
after receiving six months of treatment, 3) after receiving 12 months of treatment, and 4) 
annually thereafter, or at the termination of treatment (Ogles, Melendez, Davis, & 
Lunnen, 2000). 
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 Table 2 
Restrictiveness of Living Environments Scales (ROLES) Weights 
Setting Weight Setting Weight 
Jail  
Juvenile detention/youth corrections  
Inpatient psychiatric hospital  
Drug/alcohol rehab. center  
Medical hospital  
Residential treatment  
Group emergency shelter  
Vocational center  
Group home  
Therapeutic foster care  
Individual home emergency shelter  
Specialized foster care 
10.0 
9.0 
8.5 
8.0 
7.5 
6.5 
6.0 
5.5 
5.5 
5.0 
5.0 
4.5 
Foster care  
Supervised independent living 
Home of a family friend  
Adoptive home 
Home of a relative  
School dormitory 
Biological father 
Biological mother 
Two biological parents 
Independent living with friend  
Independent living by self  
4.0 
3.5 
2.5 
2.5 
2.5 
2.0 
2.0 
2.0 
2.0 
1.5 
0.5 
 
 The items chosen for the Youth Ohio Scales consist of areas that were defined as 
the most common problem areas and typical areas of functioning. Ogles, Melendez, 
Davis, and Lunnen (2000) used five sources to develop the instrument items:  
1) problem behaviors listed as criteria for diagnosis of child and adolescent 
disorders in the DSM-IV, 2) a list of the most common ‘presenting problems’ of 
youth with SED compiled by a regional mental health board (Cuyahoga County), 
3) the results of the social validation survey, 4) several commonly used 
instruments were  collected and examined to ascertain the typical areas of 
assessment when evaluating children and youth along with typical items, and 5) 
consultation with child service providers in three separate agency meetings 
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 involving three child program directors, four case manager supervisors, 23 case 
managers, and five parent/ parent advocates”. (pp. 9-10) 
 
 After the scales were created, Ogles, Melendez, Davis, and Lunnen (2000) tested 
them for reliability and validity. Data was collected from Southeast, Ohio. Initially there 
were two scales created (a short form and a long form). Both were tested for reliability 
and validity. Starting with reliability, the Youth Ohio Scales was tested for internal 
consistency, test-retest reliability, and inter-rater reliability (both the short and long 
form). The results from the three tests are shown in Appendix A. The following is a 
summary of Ogles’ et al. (2000) results: 
Overall, the measures seemed to produce rather similar levels of reliability across 
methods of presentation and rater groups. The CAFAS was the most immune to 
decreases in reliability when using the clinical cases that had variable amounts of 
data presented in an unstandardized format. When using standardized vignettes 
(similar information organized in the same format), inter-rater reliability was 
excellent (.77 to .90). When using clinical intake forms that varied widely in 
completeness and organization, inter-rater reliability was attenuated (.22 to .66). 
This suggests that a standardized, comprehensive method of data collection and 
presentation may be needed in applied settings. For example, Hodges (Hodges & 
Wong, 1996) has developed a standardized telephone interview for collecting and 
organizing information to be used when making CAFAS ratings. This or another 
similar structured interview may improve inter-rater agreement through 
minimizing differences in available information. This may also help explain the 
poor correlation between case manager ratings on the Ohio Scales in a clinical 
setting (Sample #3). Using a standardized format for the collection of data will 
produce reliable agency worker ratings of youth functioning. (p. 23) 
 
 The standardized forms that are currently used as a result of these reliability tests 
are the P, Y, and W forms. Also, through that process, the short form was chosen because 
it has substantial overlap with (or correlation between) the instruments. Keeping with the 
previous objective of having a measurement that is easy to administer, score, and 
interpret, the short form was tested specifically for reliability and validity. A different 
population was used to run the reliability and validity test due to the lack of diversity in 
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 Southeast Ohio. A majority of the participants in Southeast Ohio were Caucasian 
adolescents and their parents. It was important for the chosen measurement to be reliable 
and valid despite race, social economic background, population density, etc.. The data 
was then collected from an urban site (Cleveland, Ohio) to investigate the possibility of 
any systematic differences in scores based on race.  Table 3 shows the results of the 
internal consistency test for the short form. The short form showed to have a very high 
level of internal consistency, with the lowest coefficient being .86. 
Table 3 
Internal Consistency Estimates (Cronbach's Alpha) for each Scale on the 
Short Form for Community and Clinical Samples. 
______________________________________________________________________ 
    Community    Clinical
   Parent (1a) Parent (1b) Parent (2) Agency worker (4) 
Scale   (n = 43) (n = 33) (n = 37) (n = 124) 
Problem Severity  .89   .90   .93   .86 
Functioning   NA   .93   NA   .91 
______________________________________________________________________ 
 As for validity, both the long and short form were extensively tested. Rather than 
providing that data in multiple tables, summaries for both the combined short and long 
forms and for just the short form are as follows, justifying the use of the short form for 
use in this dissertation (Ogles, Melendez, Davis, & Lunnen, 2000): 
After using factor analysis and discrimination between clinical and non-clinical 
samples to shorten the problem severity scale, we replaced the wording of the 
parent and agency worker rated problem severity and functioning scales with the 
wording used on the youth self-report form. We then examined the revised scales 
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 to ascertain the overlap between the short and original versions of the scales. 
Correlation coefficients between the short and original scales for both problem 
severity and functioning are highly correlated. This suggests that the short form 
can be reasonably applied as an alternative to the original scales with some 
practical benefits while maintaining the integrity of the original conceptualization.  
In addition, a more diverse sample from a metropolitan area was collected to 
investigate the possibility of any differences or sensitivities of ratings on the Ohio 
Scales to race. When comparing majority and minority ratings for parents, youth, 
and agency workers, no differences were evident on any of the four content areas 
(problem severity, functioning, satisfaction, and hopefulness). (p. 45) 
 
3.3 Data Source 
 Instead of collecting information from adolescents in counseling, this research 
will be based on archival data. The ODMH granted permission to analyze the archived 
Youth Ohio Scales data. The documentation for use of their data can be found in 
Appendix B. Even though this is archival data research, Cleveland State University 
(CSU) Institutional Review Board (IRB) approval was obtained (included in Appendix 
C). 
   The outcome data from the Ohio Scales Questionnaires given to youth and their 
caregivers (Y, and P forms outcome data) was extracted from the entire data base by the 
ODMH. More specifically, the data pool will include all African American adolescents 
(12-18 years old) receiving mental health and/or substance abuse services in the state of 
Ohio recorded via Ohio Scales. The data will include agency name, “satisfaction with 
behavioral health services” domain data, and outcome data from the “Functioning Scale.” 
All levels of data were included (i.e., initial, discharge, 3 month follow-up, 6 month 
follow-up, etc.). The analyzed data ranged from September 2004 to December 2006. Data 
collection was not mandated by the ODMH for all agencies in Ohio until September 2004 
(even though some data was collected before then). The data will only be analyzed from 
the initial three digits of the following zip codes: 430-432, 435-436, 440-441, 443, 451-
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 454, and 459. These zip codes represent urban areas with a population greater than 
100,000 in the main city. A factor analysis was performed on the extracted data (see 
Table 4 for Parent dataset analysis and Table 5 for the Youth dataset analysis), and it was 
determined that the two factors (Satisfaction and Functioning) still correlate as they did 
originally in the complete dataset. Factor one on both tables represents Functioning, and 
all the factors loaded together.  As well as with Factor two representing Satisfaction on 
both tables, all the factors again loaded together.  The threshold level was set to .4. This 
demonstrates that the dataset has not been compromised (i.e., the way the factors are 
loading) despite the fact that information was extracted from the larger dataset. 
Table 4 
 
Factor Analysis for Parent Dataset 
 Field Labels Field Description Factors 
  1 2 
PSERVICE How satisfied are you with the mental health services your 
child has received so far? 
.631
PTREAT To what degree have you been included in the treatment 
planning process for your child? 
.794
PLISTEN Mental health workers involved in my case listen to and 
value my ideas about treatment planning for my child. 
.870
PSAY To what extent does your child’s treatment plan include 
your ideas about your child’s treatment? 
.840
PFRIENDS Getting along with friends .581
PFAMILY Getting along with family .647
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 Field Labels Field Description Factor 
  1 2 
PDATING Dating or developing relationships with boyfriends or 
girlfriends 
.468
PADULTS Getting along with adults outside the family (teachers, 
principal) 
.641
PNEAT Keeping neat and clean, looking good .530
PHEALTH Caring for health needs and keeping good health habits 
(taking medicines or brushing teeth) 
.571
PEMOTION Controlling emotions and staying out of trouble .735
PMOTIV Being motivated and finishing projects .762
PHOBBIES Participating in hobbies (baseball cards, coins, stamps, art) .562
PACTIV Participating in recreational activities (sports, swimming, 
bike riding) 
.525
PCHORES Completing household chores (cleaning room, other chores) .632
PSCHOOL Attending school and getting passing grades in school .613
PSKILLS Learning skills that will be useful for future jobs .703
PSELF Feeling good about self .661
PDECIS Thinking clearly and making good decisions .809
PCONCEN Concentrating, paying attention, and completing tasks .783
PMONEY Earning money and learning how to use money wisely .661
PSUPERV Doing things without supervision or restrictions .768
PRESPON Accepting responsibility for actions .778
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 Field Labels Field Description Factor 
  1 2 
PEXPRESS Ability to express feelings .626
Extraction Method: Principal Axis Factoring. 
Rotation Method: Varimax with Kaiser Normalization. 
a  Rotation converged in 3 iterations. 
Table 5 
Factor Analysis of Youth Dataset 
 Field Labels Field Description      Factors 
  1 2 
YSERVICE How satisfied are you with the mental health services you have 
received so far? 
.618
YTREAT How much are you included in deciding your treatment? .789
YLISTEN Mental health workers involved in my case listen to me and 
know what I want. 
.778
YSAY I have a lot of say about what happens in my treatment? .688
YFRIENDS Getting along with friends .494
YFAMILY Getting along with family .513
YDATING Dating or developing relationships with boyfriends or 
girlfriends 
.392
YADULTS Getting along with adults outside the family (teachers, 
principal) 
.546
YNEAT Keeping neat and clean, looking good .540
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  Field Labels Field Description Factors 
  1 2 
YHEALTH Caring for health needs and keeping good health habits (taking 
medicines or brushing teeth) 
.539
YEMOTION Controlling emotions and staying out of trouble .646
YMOTIV Being motivated and finishing projects .673
YHOBBIES Participating in hobbies (baseball cards, coins, stamps, art) .498
YACTIV Participating in recreational activities (sports, swimming, bike 
riding) 
.477
YCHORES Completing household chores (cleaning room, other chores) .595
YSCHOOL Attending school and getting passing grades in school .575
YSKILLS Learning skills that will be useful for future jobs .659
YSELF Feeling good about self .630
YDECIS Thinking clearly and making good decisions .718
YCONCEN Concentrating, paying attention, and completing tasks .720
YMONEY Earning money and learning how to use money wisely .575
YSUPERV Doing things without supervision or restrictions .591
YRESPON Accepting responsibility for actions .658
YEXPRESS Ability to express feelings .556
Extraction Method: Principal Axis Factoring.  
Rotation Method: Varimax with Kaiser Normalization. 
a  Rotation converged in 3 iterations. 
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  In accordance with Health Insurance Portability and Accountability Act (HIPAA), 
the follow information was eliminated from the data set to de-identify it: 
1) Names. 
2) All geographic subdivisions smaller than a state, including street address, city, 
county, precinct, ZIP Code, and their equivalent geographical codes, except 
for the initial three digits of a ZIP Code if, according to the current publicly 
available data from the Bureau of the Census: 
a. The geographic unit formed by combining all ZIP Codes with 
the same three initial digits contains more than 20,000 
people. 
b. The initial three digits of a ZIP Code for all such geographic 
units containing 20,000 or fewer people are changed to 000. 
3) All elements of dates (except year) for dates directly related to an individual, 
including birth date, admission date, discharge date, date of death; and all ages 
over 89 and all elements of dates (including year) indicative of such age, 
except that such ages and elements may be aggregated into a single category 
of age 90 or older. 
4) Telephone numbers. 
5) Facsimile numbers. 
6) Electronic mail addresses. 
7) Social security numbers. 
8) Medical record numbers. 
9) Health plan beneficiary numbers. 
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 10) Account numbers. 
11) Certificate/license numbers. 
12) Vehicle identifiers and serial numbers, including license plate numbers. 
13) Device identifiers and serial numbers. 
14) Web universal resource locators (URLs). 
15) Internet protocol (IP) address numbers. 
16) Biometric identifiers, including fingerprints and voiceprints. 
17) Full-face photographic images and any comparable images. 
18) Any other unique identifying number, characteristic, or code, unless otherwise 
permitted by the Privacy Rule for re-identification 
3.4 Sample 
 The modified dataset included 197 agencies in the designated zip codes in Ohio 
(Parent dataset sample population equaled 25883 and Youth dataset sample population 
equaled 27265). All 197 agencies were reviewed via the internet (the agency’s website) 
or contacted via the telephone to determine if they provide in-home psychotherapy 
services to adolescents and their families. If the agency’s website did not indicate any 
form of in-home psychotherapy, they were placed in the “No in-home” category. If the 
agency’s website indicated they had a program that met the criteria for in-home 
psychotherapy (as defined previously), they were placed in the “Yes in-home” category. 
If the agency’s website was inconclusive or if the agency did not have a website, they 
were placed in the “Unsure” category. All “Yes in-home” and “Unsure” agencies were 
called via telephone to clarify if they had an in-home program and if the in-home 
program met the criteria. Of the 197 agencies, 3 had since closed and 13 did not respond. 
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 Those 16 were eliminated from the dataset (Parent dataset sample population equaled 
24697 and Youth dataset sample population equaled 26085). The remaining 181 agencies 
were divided into those that provide in-home psychotherapy and those that do not (i.e., 
140 “No in-home” and 41 “Yes in-home”).   
 All 41 “Yes in-home” agencies were contacted again and asked details about their 
in-home program. All 41 agencies were asked if they had other programs for adolescents, 
about the selection process for getting into the in-home program, and out of all of the 
African American adolescents that fall under this data’s inclusion criteria that have come 
through their agency, what was the percentage that participated in the in-home program. 
From these interviews it was determined that one agency did only in-home psychotherapy 
(located in Cincinnati), and one other agency served over 83% of their African American 
adolescents in the in-home program (located in Columbus).  These two agencies will be 
grouped together to formulate the new “Yes in-home” (sample population equaled 329) 
category. All other “Yes in-home” agencies will be categorized as “Mixed” (sample 
population equaled 300), while the “No in-home” (sample population equaled 456) will 
remain the same. From the “Mixed” and “No in-home” categories, two agencies were 
randomly selected to represent each category (a total of six agencies). Only agencies in 
Cincinnati and Columbus were randomly selected to remain consistent with the agencies 
in the “Yes in-home” category.   
 The final dataset was refined once more to prepare it for analysis. Each line of 
data was reviewed to determine if it met the following criteria:  
1) the adolescent was in treatment for at least 30 days 
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 2) all data was consistent (i.e., adolescent ID #s were replaced with random 
ID codes, but at times there were two different genders for the same ID 
code) 
3) no more than 25% of the answers were missing from the Satisfaction or 
Functioning questionnaire for each participant 
4) the participant had to have two points of data for comparison (i.e., the 
earliest point in treatment and the latest) 
The difference between the earliest point in treatment and latest point  then constituted 
the new Satisfaction and/or Functioning score for each participant, or the gain score (i.e., 
the earliest point in treatment – the latest point in treatment = the gain score). The 
participant was eliminated if they did not fit the criteria. Table 6 contains the final 
descriptive statistics for both datasets after the final data modification. 
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 Table 6 
Descriptive Statistics for both Youth and Parent Datasets 
______________________________________________________________________ 
Youth Dataset 
      Mean   Standard Deviation  N 
 Satisfaction Scores   0.09   0.928   333 
 Functioning Scores  0.17    0.964   558 
Parent Dataset 
     Mean   Standard Deviation  N 
 Satisfaction Scores  0.12   0.864   339 
 Functioning Scores  -0.12    0.993   505 
_______________________________________________________________________ 
3.5 Analyses and Statistics 
 Multivariate Analysis of Variance (MANOVA) and Analysis of Variance 
(ANOVA) were used to test all six hypotheses (see Appendix A for details on how the 
hypotheses are being tested). The hypotheses are as follows:  
1) There is a significant difference between the Satisfaction responses (i.e., on the 
Ohio Scales form) of urban low income African American adolescents 
diagnosed with an Axis I disorder (i.e., mental health and/or substance abuse 
disorder), and the treatment modality (i.e., In-home, No in-home, or Mixed).  
2) There is a significant difference between the Functioning responses of urban 
low income African American adolescents diagnosed with an Axis I disorder, 
and the treatment modality. 
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 3) There is a significant difference between the Satisfaction responses of 
caregivers of urban low income African American adolescents diagnosed with 
an Axis I disorder, and the treatment modality. 
4) There is a significant difference between the Functioning responses of 
caregivers of urban low income African American adolescents diagnosed with 
an Axis I disorder, and the treatment modality. 
5) When considering both Satisfaction and Functioning responses equally for 
caregivers of urban low income African American adolescents diagnosed with 
an Axis I disorder, there is a significant difference between treatment 
modalities. 
6) When considering both Satisfaction and Functioning responses equally for 
urban low income African American adolescents diagnosed with an Axis I 
disorder, there is a significant difference between treatment modalities. 
Tukey’s post-hoc analysis will be run as well (if needed) to determine which treatment 
modality is contributing the significant results. A critical value of .05 was used to 
determine statistical significance. 
3.6 Summary 
 The Ohio Department of Mental Health’s (ODMH) collection of data in their 
Ohio Scales measurement offers this researcher an opportunity to analyze the 
aforementioned hypotheses. After the data was modified and recoded to properly answer 
the research hypotheses, its reliability and validity remain intact. Chapter 4 will provide 
the results to the MANOVAs and ANOVAs preformed on all six hypotheses. 
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CHAPTER IV 
RESULTS 
 This chapter is organized around the sequence of the research hypotheses. Each 
hypothesis is stated and followed by the results of the analyses. The tables of the output 
are given to help clarify the findings. 
4.1 Research Hypothesis 1 
There is a significant difference between the Satisfaction responses of urban low 
income African American adolescents diagnosed with an Axis I disorder, and the 
treatment modality. 
While the standard deviations for each treatment modality were similar, the means for 
each group varied greatly (see Table 7). The higher the mean score, the more satisfied the 
participant. Participants in the “Yes - In-home” treatment programs were more satisfied 
with their modality of treatment than participants in either the “Mixed” or “No - In-
home” programs. The direction of the results is consistent with the research hypothesis; 
however, as Table 8 shows, the results were not statistically significant. To further 
analyze the data, a cross tabulation was run on the Satisfaction and modality of treatment 
data from the Youth dataset to elaborate on the findings. Satisfaction scores (i.e., the 
difference between the earliest point in treatment and the latest) were recoded for a 
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 clearer analysis. Scores greater than “0” were coded as “positive”; scores less than “0” 
were coded as “negative”; and scores equaling “0” were coded as “same”. Table 9 
contains these details. The percentages across groups were similar; however, participants 
in the “Yes – In-home” category showed the least improvement between their earliest 
point in treatment and their latest. The one-way ANOVA returned an F (2,333) of 0.253, 
a p level of .777, (M = 0.35, SD = 5.366), and an R squared of .002. 
Table 7 
Descriptive Statistics of Youth Dataset Using Modality of Treatment as the Independent 
Variable and Satisfaction Scores as the Dependent Variable 
______________________________________________________________________ 
Modality of Treatment   Mean   Standard Deviation  N 
Yes - In-home    0.71   5.713   76 
Mixed      0.32    5.303   151 
No – In-home    0.14    5.234   106 
Total      0.35    5.366   333 
______________________________________________________________________ 
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 Table 8 
ANOVA of Youth Dataset Using Modality of Treatment as the Independent Variable. 
Dependent Variable: Satisfaction Scores 
______________________________________________________________________ 
Source      df   MS  F  Sig.
Modality of Treatment  2  7.321  0.253  .777 
Total     333  
______________________________________________________________________ 
R Squared = .002  
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 Table 9 
 
 
Modality of Treatment by Satisfaction Cross Tabulation: Youth Dataset 
 
31 9 36 76
40.8% 11.8% 47.4% 100.0% 
24.0% 20.5% 22.5% 22.8% 
9.3% 2.7% 10.8% 22.8% 
42 13 51 106
39.6% 12.3% 48.1% 100.0% 
32.6% 29.5% 31.9% 31.8% 
12.6% 3.9% 15.3% 31.8% 
56 22 73 151
37.1% 14.6% 48.3% 100.0% 
43.4% 50.0% 45.6% 45.3% 
16.8% 6.6% 21.9% 45.3% 
129 44 160 333
38.7% 13.2% 48.0% 100.0% 
100.0% 100.0% 100.0% 100.0% 
38.7% 13.2% 48.0% 100.0% 
Count 
% within Mod of 
Treatment 
% within Satisfaction 
% of Total 
Count 
% within Mod of 
Treatment 
% within Satisfaction 
% of Total 
Count 
% within Mod of 
Treatment 
% within Satisfaction 
% of Total 
Count 
% within Mod of 
Treatment 
% within Satisfaction 
% of Total 
Yes - In-home 
No - In-home 
Mixed - In-home 
and other 
Mod of 
Treatment 
Total 
Negative Same Positive 
Satisfaction 
Total 
( ) 05.,611.0333,42 >==ΝΧ ρ
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4.2 Research Hypothesis 2 
There is a significant difference between the Functioning responses of urban low 
income African American adolescents diagnosed with an Axis I disorder, and the 
treatment modality. 
The standard deviations and means for each treatment modality varied for each group 
(see Table 10). The lower the mean score, the higher the functioning of the participant. 
Participants in the “Yes - In-home” treatment programs had a higher level of functioning 
than participants in either the “Mixed” or “No - In-home” programs. The direction of the 
results is consistent with the research hypothesis; and, as Table 11 shows, the results were 
statistically significant. To further analyze the data, a cross tabulation was also run on the 
Functioning and modality of treatment data from the Youth dataset to elaborate on the 
findings. Functioning scores (i.e., the difference between the earliest point in treatment 
and the latest) were recoded for a clearer analysis. Scores greater than “0” were coded as 
“negative”; scores less than “0” were coded as “positive”; and scores equaling “0” were 
coded as “same”. Table 12 contains these details. The percentages across groups were 
similar; however, participants in the “Yes - In-home” category showed the most 
improvement between their earliest point in treatment and their latest. The one-way 
ANOVA returned an F (2,558) of 4.128, a p level of .017, (M = -2.11, SD = 15.747), and 
an R squared of .015. 
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 Table 10 
Descriptive Statistics of Youth Dataset Using Modality of Treatment as the Independent 
Variable and Functioning Scores as the Dependent Variable 
______________________________________________________________________ 
Modality of Treatment   Mean   Standard Deviation  N 
Yes - In-home    -4.87   13.888   178 
Mixed      -0.54   15.261   218  
No – In-home    -1.19    17.869   162 
Total      -2.11   15.747   558 
______________________________________________________________________ 
Table 11 
ANOVA of Youth Dataset Using Modality of Treatment as the Independent Variable. 
Dependent Variable: Functioning Scores 
______________________________________________________________________ 
Source      df   MS  F  Sig.
Modality of Treatment  2  1012.186 4.128  .017 
Total     333  
______________________________________________________________________ 
R Squared = .015
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 Table 12 
Modality of Treatment by Functioning Cross Tabulation: Youth Dataset 
62 9 107 178 
34.8% 5.1% 60.1% 100.0% 
28.2% 36.0% 34.2% 31.9% 
11.1% 1.6% 19.2% 31.9% 
70 7 85 162 
43.2% 4.3% 52.5% 100.0% 
31.8% 28.0% 27.2% 29.0% 
12.5% 1.3% 15.2% 29.0% 
88 9 121 218 
40.4% 4.1% 55.5% 100.0% 
40.0% 36.0% 38.7% 39.1% 
15.8% 1.6% 21.7% 39.1% 
220 25 313 558 
39.4% 4.5% 56.1% 100.0% 
100.0% 100.0% 100.0% 100.0% 
39.4% 4.5% 56.1% 100.0% 
Count 
% within Mod 
of Treatment 
% within Functioning 
% of Total 
Count 
% within Mod 
of Treatment 
% within Functioning 
% of Total 
Count 
% within Mod 
of Treatment 
% within Functioning 
% of Total 
Count 
% within Mod 
of Treatment 
% within Functioning 
% of Total 
Yes - In-home 
No - In-home 
Mixed - In-home 
and other 
Mod of 
Treatment 
Total 
Negative Same Positive 
Functioning 
Total 
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4.3 Research Hypothesis 3 
There is a significant difference between the Satisfaction responses of caregivers 
of urban low income African American adolescents diagnosed with an Axis I 
disorder, and the treatment modality. 
The standard deviations and means for each treatment modality varied for each group 
(see Table 13). The higher the mean score, the more satisfied the caregivers were. 
Caregivers in the “Yes - In-home” treatment programs were more satisfied with their 
modality of treatment than caregivers in either the “Mixed” or “No - In-home” programs. 
The direction of the results is consistent with the research hypothesis; and, as Table 14 
shows, the results were statistically significant. To further analyze the data, a cross 
tabulation was run on the Satisfaction and modality of treatment data from the Parent 
dataset to elaborate on the findings. Satisfaction scores (i.e., the difference between the 
earliest point in treatment and the latest) were recoded for a clearer analysis. Scores 
greater than “0” were coded as “positive”; scores less than “0” were coded as “negative”; 
and scores equaling “0” were coded as “same”. Table 15 contains these details. The 
percentages across groups were similar; however, participants in the “Yes – In-home” 
category showed the greatest improvement between their earliest point in treatment and 
their latest per their caregivers. The one-way ANOVA returned an F (2,339) of 7.744, a p 
level of .001, (M = 0.76, SD = 4.794), and an R squared of .044. 
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 Table 13 
Descriptive Statistics of Parent Dataset Using Modality of Treatment as the Independent 
Variable and Satisfaction Scores as the Dependent Variable 
______________________________________________________________________ 
Modality of Treatment   Mean   Standard Deviation  N 
Yes - In-home    2.64   5.654   75 
Mixed      0.28    4.159   153 
No – In-home    0.14    4.702   111 
Total      0.76    4.794   339 
______________________________________________________________________ 
Table 14 
ANOVA of Parent Dataset Using Modality of Treatment as the Independent Variable. 
Dependent Variable: Satisfaction Scores 
______________________________________________________________________ 
Source      df   MS  F  Sig.
Modality of Treatment  2  171.138 7.744  .001 
Total     339  
______________________________________________________________________ 
R Squared = .044 
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Table 15 
 
Modality of Treatment by Satisfaction Cross Tabulation: Parent Dataset 
20 13 42 75 
26.7% 17.3% 56.0% 100.0% 
18.5% 15.9% 28.2% 22.1% 
5.9% 3.8% 12.4% 22.1% 
35 34 42 111 
31.5% 30.6% 37.8% 100.0% 
32.4% 41.5% 28.2% 32.7% 
10.3% 10.0% 12.4% 32.7% 
53 35 65 153 
34.6% 22.9% 42.5% 100.0% 
49.1% 42.7% 43.6% 45.1% 
15.6% 10.3% 19.2% 45.1% 
108 82 149 339 
31.9% 24.2% 44.0% 100.0% 
100.0% 100.0% 100.0% 100.0% 
31.9% 24.2% 44.0% 100.0% 
Count 
% within Mod 
of treatment 
% within Satisfaction 
% of Total 
Count 
% within Mod 
of treatment 
% within Satisfaction 
% of Total 
Count 
% within Mod 
of treatment 
% within Satisfaction 
% of Total 
Count 
% within Mod 
of treatment 
% within Satisfaction 
% of Total 
Yes - In-home 
No - In-home 
Mixed - In-home 
and other 
Mod of 
treatment 
Total 
Negative Same Positive 
Satisfaction 
Total 
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 4.4 Research Hypothesis 4 
There is a significant difference between the Functioning responses of caregivers 
of urban low income African American adolescents diagnosed with an Axis I 
disorder, and the treatment modality. 
The standard deviations and means for each treatment modality varied greatly for each 
group (see Table 16). The lower the mean score, the higher the functioning of the 
participant per the caregiver. Caregivers in the “Yes - In-home” treatment programs rated 
a higher level of functioning than caregivers in either the “Mixed” or “No - In-home” 
programs. The direction of the results is consistent with the research hypothesis; 
however, as Table 17 shows, the results were not statistically significant. To further 
analyze the data, a cross tabulation was also run on the Functioning and modality of 
treatment data from the Parent dataset to elaborate on the findings. Functioning scores 
(i.e., the difference between the earliest point in treatment and the latest) were recoded 
for a clearer analysis. Scores greater than “0” were coded as “negative”; scores less than 
“0” were coded as “positive”; and scores equaling “0” were not coded due to the low 
count. Table 18 contains these details. The percentages across groups were similar; 
however, participates in the “Yes - In-home” category showed the most improvement 
between their earliest point in treatment and their latest per their caregivers. The one-way 
ANOVA returned an F (2,521) of 1.043, a p level of .353, (M = -3.02, SD = 17.759), and 
an R squared of .004. 
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 Table 16 
Descriptive Statistics of Parent Dataset Using Modality of Treatment as the Independent 
Variable and Functioning Scores as the Dependent Variable 
______________________________________________________________________ 
Modality of Treatment   Mean   Standard Deviation  N 
Yes - In-home    -4.52   19.518   151 
Mixed      -2.92   16.780   234 
No – In-home    -1.50   17.341   136 
Total      -3.02   17.759   521 
______________________________________________________________________ 
Table 17 
ANOVA of Parent Dataset Using Modality of Treatment as the Independent Variable. 
Dependent Variable: Functioning Scores 
______________________________________________________________________ 
Source      df   MS  F  Sig.
Modality of Treatment  2  328.796 1.043  .353 
Total     521  
______________________________________________________________________ 
R Squared = .004
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Table 18 
Modality of Treatment by Functioning Cross Tabulation: Parent Dataset 
92 55 147
62.6% 37.4% 100.0%
32.4% 24.9% 29.1%
18.2% 10.9% 29.1%
65 67 132
49.2% 50.8% 100.0%
22.9% 30.3% 26.1%
12.9% 13.3% 26.1%
127 99 226
56.2% 43.8% 100.0%
44.7% 44.8% 44.8%
25.1% 19.6% 44.8%
284 221 505
56.2% 43.8% 100.0%
100.0% 100.0% 100.0%
56.2% 43.8% 100.0%
Count
% within Mod of
treatment
% within Functioning
% of Total
Count
% within Mod of
treatment
% within Functioning
% of Total
Count
% within Mod of
treatment
% within Functioning
% of Total
Count
% within Mod of
treatment
% within Functioning
% of Total
Yes - In-home
No - In-home
Mixed - In-home
and other
Mod of treatment 
Total 
Positive Negative
Functioning
Total
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4.5 Research Hypothesis 5 
When considering both Satisfaction and Functioning responses equally for 
caregivers of urban low income African American adolescents diagnosed with an 
Axis I disorder, there is a significant difference between treatment modalities.  
Analysis of the data using one-way MANOVA returned a Hotelling’s Trace value of 
.048, F of 3.950 and a p level of .004, as seen in Tables 19 and 20. This level of 
probability required the researcher to examine the origin of the differences. Of the two 
dependent variables only one, Satisfaction (p = .001), returned a probability less than the 
critical value of .05. The remaining variable, Functioning (p = .521), returned a 
probability greater than the critical value of .05. The significance levels for the between 
subjects effects are shown in Table 21. In addition, the means in Table 19 demonstrated 
that the Functioning scores for “Yes - In-home” had the lowest mean (the lower the score, 
the higher the functioning of the participant), followed by “Mixed” and then “No – In-
home,” and for Satisfaction scores that “Yes - In-home” had the highest mean (the higher 
the score, the more satisfied the participant is), followed by “Mixed” and then “No – In-
home.” 
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 Table 19 
Descriptive Statistics of Parent Dataset Using Modality of Treatment as the Independent 
Variable and Satisfaction and Functioning Scores as the Dependent Variables 
______________________________________________________________________ 
Satisfaction 
 Modality of Treatment  Mean   Standard Deviation  N 
 Yes - In-home   2.64   5.654   75 
 Mixed     0.29    4.194   150 
 No – In-home   0.20    4.708   109 
 Total     0.79    4.812   334 
Functioning 
 Modality of Treatment  Mean   Standard Deviation  N 
 Yes - In-home   -3.75   20.829   75 
 Mixed     -3.17   16.601   153 
 No – In-home   -1.02    17.605   109 
 Total     -2.60    17.931   334 
_______________________________________________________________________ 
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 Table 20 
MANOVA of Parent Dataset Using Modality of Treatment as the Independent Variable. 
Dependent Variable: Satisfaction and Functioning Scores 
______________________________________________________________________ 
Effect      Value   F  Sig.
Hotelling’s Trace   0.048  3.950  .004 
______________________________________________________________________ 
 
Table 21 
Tests of Between – Subjects Effect: Parent Dataset Using Modality of Treatment as the 
Independent Variable. 
Dependent Variable: Satisfaction and Functioning Scores 
______________________________________________________________________ 
Source     df   MS  F  Sig. 
Functioning a   2  210.298 0.653  .521 
Satisfaction b   2  166.197 7.455  .001 
______________________________________________________________________ 
a. R Squared = .004 
b. R Squared = .043 
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 4.6 Research Hypothesis 6 
When considering both Satisfaction and Functioning responses equally for urban 
low income African American adolescents diagnosed with an Axis I disorder, 
there is a significant difference between treatment modalities. 
Analysis of the data using one-way MANOVA returned a Hotelling’s Trace value of 
.016, F of 1.296 and a p level of .270, included in Tables 22 and 23. The model returned 
a probability greater than the critical value of .05. The significance levels for the between 
subjects effects are shown in Table 24. Although the MANOVA was not significant, the 
means in Table 22 demonstrate for Functioning scores that “Yes - In-home” had the 
lowest mean (the lower the score, the higher the functioning of the participant), and for 
Satisfaction scores that “Yes - In-home” had the highest mean (the higher the score, the 
more satisfied the participant is) followed by “Mixed” and then “No – In-home.”. 
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 Table 22 
Descriptive Statistics of Youth Dataset Using Modality of Treatment as the Independent 
Variable and Satisfaction and Functioning Scores as the Dependent Variables 
______________________________________________________________________ 
Satisfaction 
 Modality of Treatment  Mean   Standard Deviation  N 
 Yes - In-home   0.71   5.713   76 
 Mixed     0.24    5.234   150 
 No – In-home   0.14    5.234   106 
 Total     0.32    5.335   332 
Functioning 
 Modality of Treatment  Mean   Standard Deviation  N 
 Yes - In-home   -4.50   14.560   76 
 Mixed      0.30   15.914   150 
 No – In-home   -1.55    15.359   106 
 Total     -1.39    15.505   332 
______________________________________________________________________ 
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 Table 23 
MANOVA of Youth Dataset Using Modality of Treatment as the Independent Variable. 
Dependent Variable: Satisfaction and Functioning Scores 
______________________________________________________________________ 
Effect      Value   F  Sig.
Hotelling’s Trace   0.016  1.296  .270 
______________________________________________________________________ 
 
Table 24 
Tests of Between – Subjects Effect: Youth Dataset Using Modality of Treatment as the 
Independent Variable. 
Dependent Variable: Satisfaction and Functioning Scores 
______________________________________________________________________ 
Source     df   MS  F  Sig. 
Satisfaction a   2  7.962  .278  .757 
Functioning b   2  583.056 2.447  .088 
______________________________________________________________________ 
a. R Squared = .002 
b. R Squared = .015 
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 4.7 Summary 
 In summary, this chapter presented each research hypothesis and the results of the 
analyses. The research hypotheses which were significance were numbers 2, 3, and 5. 
The research hypotheses which were not significant were numbers 1, 4, and 6. The 
implications of the results are discussed in Chapter 5. 
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CHAPTER V 
DISCUSSION, LIMITATIONS AND CONCLUSION 
 Some aspects of these results support this researcher’s hypotheses and previous 
research, that in-home treatment would be more beneficial and a preferred modality of 
treatment over “traditional” treatment for urban low-income African American 
Adolescents and their caregivers. Nevertheless, there were also some hypotheses that 
were not born out in the results. Not all the hypotheses that were test were significant, 
and these may be due to multiple factors.  
 Starting with the three research hypotheses that were not significant: #1 – “There 
is a significant difference between the Satisfaction responses of urban low income 
African American adolescents diagnosed with an Axis I disorder, and the treatment 
modality.” This may have more to do with characteristics of the population than with the 
data. If the adolescents were forced into treatment (i.e., by the law, caregivers, school 
systems, etc.) or indifferent about treatment, it makes sense that despite treatment 
modality there is not much difference in Satisfaction scores. When reviewing the mean 
Satisfaction scores of caregivers and youth (as seen in Tables 7 and 13), it becomes 
apparent that caregiver scores are on average, more than twice that of youth; and even 
higher when just looking at the “Yes – In-home” category. Nevertheless, when reviewing 
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 the means of just youth (Table 7), youth still gave higher Satisfaction scores (the higher 
the score, the more satisfied the participant is) in the “Yes – In-home” category; followed 
by “Mixed” and then “No – In-home.”  This could indicate that youth are more satisfied 
with in-home treatment, but more research is needed to help isolate the treatment 
variable. 
 The second research hypothesis that was not significant was: #4 – “There is a 
significant difference between the Functioning responses of caregivers of urban low 
income African American adolescents diagnosed with an Axis I disorder, and the 
treatment modality.” Both the means (see Table 16) and the Cross tabulation (see Table 
18) demonstrated a trend of the data to support in-home treatment. The reasons it may not 
have been significant are not completely clear, but the data did offer some suggestions. 
With an R squared of .004, one could argue that there are other variables 
contributing/affecting the results. One variable that could be contributing to the results is 
severity of functioning (i.e., are the levels of functioning correlated with the modality of 
treatment). For example, if youth with more severe problems are more frequently referred 
to in-home treatment than others, this could affect the caregivers’ perceptions of progress. 
This data is gathered within the Ohio Scales measurement, but was not analyzed for this 
research project (the variable is called “Problem Severity”). If there is a correlation 
between “Problem Severity” and “Treatment Modality,” then there is greater support for 
this rationale. More research is needed to help identify other variables that may be 
contributing to these findings. Another variable could be the caregiver’s ability to 
differentiate between age appropriate behavior and the youth’s diagnosed disorder. Table 
4 lists the questions that caregivers were asked to determine the Functioning score. The 
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 questions do not distinguish between functioning issues that are related with a disorder 
(i.e., mental health and/or substance abuse issues), and age appropriate issues. For 
example, questions like “Getting along with friends,” “Getting along with family,” 
“Dating or developing relationships with boyfriends or girlfriends,” “Getting along with 
adults outside the family (teachers, principal),” “Keeping neat and clean, looking good,” 
etc. do not distinguish between the two. The youth’s functioning could have improved 
(and it was significant when it was reported by the youth themselves), but the caregivers 
may have been focusing on the youth’s age appropriate adolescent functioning. A simple 
way to determine if this is the case is to analyze the Worker’s Functioning scores. If the 
Worker’s Functioning scores show a significant difference based on treatment modality, 
this would lend credence to this notion.  Nevertheless, Worker’s Functioning scores were 
not included in the analyses of this dissertation research. 
 The final research question that was not significant was: #6 – “When considering 
both Satisfaction and Functioning responses equally for urban low income African 
American adolescents diagnosed with an Axis I disorder, there is a significant difference 
between treatment modalities.” The reason for non-significance may be the same as the 
reason discussed for the first research hypothesis. If the adolescents were mandated to 
treatment (i.e., by the law, caregivers, school systems, etc.), or indifferent about 
treatment, it makes sense that despite treatment modality there is not much difference in 
Satisfaction scores. Since a MANOVA takes into consideration both Satisfaction and 
Functioning scores simultaneously, a “skewed” Satisfaction score may have been enough 
to invalidate the model. There is evidence for this in Table 24 (i.e., the Test of Between – 
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 Subjects Effect). The Functioning variable is much closer to being significant than the 
Satisfaction variable. 
 The rest of the research hypotheses demonstrated significant findings, indicating 
that the in-home treatment modality was significantly better at improving functioning 
scores and caregivers were more satisfied with it than other forms of treatment. 
Nevertheless, more research is needed to truly establish that culturally sensitive in-home 
treatment is the best modality for urban low-income African American adolescents. 
 The importance of these initial findings are critical despite the fact that more 
research is required to answer all aspects of culturally sensitive in-home psychotherapy. 
In Ohio, only approximately 23% of agencies (approximately 40 agencies) identified in 
urban areas had in-home treatment programming (it should be noted that approximately 
16 agencies were eliminated from the dataset due to not responding or having closed). 
Only two agencies have in-home treatment as their primary mode of treatment. Given the 
findings of this research, agencies’ clients could benefit from the implementation of in-
home treatment programs.  Agencies also would be advised to examine their own Ohio 
Scales data to begin to answer some of the questions that this research has proposed. For 
example, is there a correlation between “Problem Severity” and “Treatment Modality”? 
All agencies that receive Medicaid funding are expected by the state to produce positive 
outcomes for the clients they serve. This could be an avenue for agencies to improve their 
outcomes with African American adolescents. 
 Also, the findings of this study support the previous research done on the 
importance of in-home psychotherapy (as reported in Chapter 2). Nevertheless, all 
accepts were not covered within this study. A summary of the important aspects of 
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 culturally sensitive in-home psychotherapy are: urban low-income African American 
adolescents and their caregivers prefer to receive treatment in their homes by African 
American clinicians (particularly if sessions are time limited, due to cultural mistrust 
issues), and the adolescent will benefit more from this via higher positive outcomes. This 
research has demonstrated that urban low-income African American adolescents and their 
caregivers do prefer to receive treatment in their homes over other forms of treatment, 
and that adolescents benefited more from this via higher positive outcomes (i.e., 
Functioning scores). The next section will discuss want is the next logical step in 
answering the remaining portion of this statement. 
5.1 Implications and Future Research 
 This research demonstrated that the in-home treatment modality has value over 
“traditional” treatment modalities for urban low-income African American adolescents, 
in both functioning and customer satisfaction. Nevertheless, this research has not fully 
demonstrated the culturally sensitive component discussed at length in Chapter 2. This 
research has not answered the following questions: 1) is the level of cultural sensitivity of 
the clinician correlated with positive outcomes in Functioning and Satisfaction scores; 2) 
is in-home treatment statistically more beneficial for urban low-income African 
American adolescents versus their Caucasian counterparts; and 3) can African American 
clinicians yield significantly higher outcomes in a shorter amount of time than their 
Caucasian counterparts? Also, additional questions were raised by this research: 1) is 
there a correlation between “Problem Severity” and “Treatment Modality;” 2) is there a 
correlation between caregivers’ perceptions of “Problem Severity” and caregivers’ 
perceptions of functioning; and 3) is there a correlation between how an adolescent is 
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 referred to treatment (e.g., self-referral, parent, teacher, law enforcement, etc.) and their 
Satisfaction scores? These questions need to be tested in order to begin to make 
recommendations to agencies that this treatment modality (i.e., in-home treatment) 
should be used as much as possible with urban low-income African American 
adolescents. 
 These unanswered questions need to be addressed in a particular order by future 
researchers, as the results well dictate whether or not the proceeding questions need 
answering. This is the recommended order: 
1) Is there a correlation between “Problem Severity” and “Treatment Modality”? 
2) Is there a correlation between caregivers’ perceptions of “Problem Severity” 
and caregivers’ perceptions of functioning? 
3) Is there a correlation between how an adolescent is referred to treatment (e.g., 
self-referral, parent, teacher, law enforcement, etc.) and their Satisfaction 
scores? 
4) Is in-home treatment statistically more beneficial for urban low-income 
African American adolescents versus their Caucasian counterparts? 
5) Is the level of cultural sensitivity of the clinician correlated with positive 
outcomes in Functioning and Satisfaction scores? 
6) Can African American clinicians yield significantly higher outcomes in a 
shorter amount of time than their Caucasian counterparts? 
If the first four questions are found to be true, it would lend credence to this study and the 
past research that supported it. That being the case, future research should proceed to 
answer question number five and six; to determine the role the race or level of cultural 
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 sensitivity of the clinician plays in the urban low-income African American adolescent 
functioning and satisfaction of treatment services. 
 Nevertheless, there are immediate implications for the research results. Since 
there are only two agencies in the state of Ohio that only have in-home treatment 
programming with urban low-income African American adolescents, it is safe to state 
that other agencies either have in-home treatment among their other programming or do 
not have any in-home treatment. Agencies that currently have in-home treatment 
programs should start to examine the outcomes for their African American adolescents in 
the in-home modality compared to that of another modality. Agencies that do not have 
any in-home treatment modalities in their programming may consider the supportive 
research to discern if it is needed to help their particular adolescents obtain positive 
outcomes. Any given non-profit agency’s life line is its outcomes. Without demonstrating 
positive outcomes for what services are provided, an agency’s existence is limited.  
5.2 Limitations 
 Despite the positive outcomes of this research, there are several limitations that 
future researchers must take into consideration. First, the Ohio Scales database was/is not 
100% accurate. Multiple data points were entered incorrectly by the agencies. Although 
during the data cleaning process most of this data was eliminated, it is not possible to 
know if the remaining data is 100% accurate. Second, all data was self-reported. With 
that comes a possible perception by the client and/or caregiver that may have resulted in 
some of the data outcomes noted earlier. Third, there was no way to account for the 
variation in homes, psychotherapists, and neighborhoods. Although this study did take 
into account city (i.e., Columbus and Cincinnati) and population density (i.e., urban 
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 setting), household composition, skill level and/or gender of the psychotherapist, and 
types of neighborhoods were not accounted for. Fourth, readiness for change was not 
taken into account. Adolescents and/or caregivers that demonstrated a higher level of 
readiness for change may have produced higher outcome scores in both Satisfaction and 
Functioning.  Finally, there are only two agencies in Ohio that primarily perform in-home 
psychotherapy for urban low-income African American adolescents. These agencies were 
not randomly selected as in the “No In-Home” and “Mixed” categories. 
5.3 Conclusion 
 This research has come closer to answering the most important question that this 
dissertation is based on: When performing in-home psychotherapy with urban low-
income African American adolescents, are African American clinicians able to yield 
significantly higher outcomes in a shorter amount of time than their Caucasian 
counterparts? This research has successfully found that in-home psychotherapy yields 
significantly higher outcomes for urban low-income African American adolescents (in 
the way of functioning) and is a significantly preferred mode of treatment by their 
caregivers. This is the first and critical step in finding the best form of treatment for urban 
low-income African American adolescents. Agencies that service this population can 
currently review their programming and adapt it to include in-home treatment (if the 
programming is not already in place). 
 An important concept for agencies that serve urban low-income African American 
adolescents to understand is that this research was done with data they already collected 
(i.e., Ohio Scales data). Each agency that offers in-home psychotherapy, can individually 
research the data they have at their disposal to answer the aforementioned research 
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 questions. And, every agency that does not have in-home psychotherapy as a modality 
can use this research as a suggestion to improve outcomes for urban low-income African 
American adolescents. 
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 Table A1 
Internal Consistency Estimates (Cronbach's Alpha) for each Scale on the 
Three Instruments for Community and Clinical Samples. 
________________________________________________________________ 
Community Samples 
     Sample #1    Sample #2 
    Parent  Youth   Parent 
    (n = 242) (n = 245)  (n = 217) 
Scale 
Problem Severity  .97   .95    .93 
Functioning   .95   .92    .95 
Hopefulness    .71   .75    .65 
Satisfaction    NA   NA    NA 
________________________________________________________________ 
Clinical Sample #3 
      Rater 
    Parent  Youth   Agency worker 
    (n = 23) (n = 15)  (n = 59) 
Scale 
Problem Severity   .96   .90    .93 
Functioning    .89   .75    .94 
Hopefulness    .86   .84    NA 
Satisfaction    .79   .72    NA 
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 ________________________________________________________________ 
Clinical Sample #4 
      Rater 
    Parent  Youth   Agency worker 
    (n = 59) (n = 21)  (n = 64) 
Scale 
Problem Severity  .95   .93    .92 
Functioning    .93   .91    .94 
Hopefulness    .87   .75    NA 
Satisfaction    .72   .82    NA 
________________________________________________________________ 
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 Table A2 
Test-Retest Reliability Estimates for the Parent and Youth Rated Instruments. 
___________________________________________________________________ 
    Rater 
   Parenta Youtha   Youthb  Youthc
Scale   Sample 5 Sample 5  Sample 7 Sample 7 
   (n = 37) (n = 14)  (n = 15) (n = 611)  
Problem Severity  .88   .72    -   - 
Functioning   .77   .43    .79   .68 
Hopefulness   .79   .74    -   - 
Satisfaction   .67   .67    -   - 
___________________________________________________________________ 
a 1 week test-retest; b Session 1 to session 2; c Session 1 to Session 3 
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 Table A3 
Inter-rater Reliability for Four Measures of Functioning for Three Rater 
Groups across Methods of Presentation. 
_________________________________________________________________ 
Measure    Undergraduates  Graduates  Case Managers
CGAS     .69    .62   .38 
CAFAS    .77    .81   .74 
Ohio Scales    .58    .57   .50 
Vanderbilt    .76    .68   .58 
Average    .70    .68   .58 
_________________________________________________________________ 
Table A4 
Inter-rater Reliability for Four Measures of Functioning 
and Clinical Folders. 
___________________________________________________ 
Measure   Vignettes   Clinical Folders
CGAS    .77    .33 
CAFAS   .90    .66 
Ohio Scales   .88    .22 
Vanderbilt   .86    .59 
Avg. inter-rater 
reliability   .77    .33 
___________________________________________________ 
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 Table A5 
Statistical Methodology 
Research Questions Variables Statistical 
Analysis 
Is there a significant difference between the 
Satisfaction responses (i.e., on the Ohio Scales 
form) of urban low income African American 
adolescents diagnosed with an Axis I disorder (i.e., 
mental health and/or substance abuse disorder), and 
the treatment modality (i.e., In-home, No in-home, 
or Mixed)? 
Dependent 
(Satisfaction score, 
Youth dataset) and 
Independent 
(Treatment Modality) 
ANOVA 
Is there a significant difference between the 
Functioning responses (i.e., on the Ohio Scales 
form) of urban low income African American 
adolescents diagnosed with an Axis I disorder (i.e., 
mental health and/or substance abuse disorder), and 
the treatment modality (i.e., In-home, No in-home, 
or Mixed)? 
Dependent 
(Functioning score, 
Youth dataset) and 
Independent 
(Treatment Modality) 
ANOVA 
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Research Questions Variables Statistical 
Analysis 
Is there a significant difference between the 
Satisfaction responses (i.e., on the Ohio Scales 
form) of caregivers of urban low income African 
American adolescents diagnosed with an Axis I 
disorder (i.e., mental health and/or substance abuse 
disorder), and the treatment modality (i.e., In-
home, No in-home, or Mixed)? 
Dependent 
(Satisfaction score, 
Parent dataset) and 
Independent 
(Treatment Modality) 
ANOVA 
Is there a significant difference between the 
Functioning responses (i.e., on the Ohio Scales 
form) of caregivers of urban low income African 
American adolescents diagnosed with an Axis I 
disorder (i.e., mental health and/or substance abuse 
disorder), and the treatment modality (i.e., In-
home, No in-home, or Mixed)? 
Dependent 
(Functioning score, 
Parent dataset) and 
Independent 
(Treatment Modality) 
ANOVA 
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Research Questions Variables Statistical 
Analysis 
When considering both Satisfaction and 
Functioning responses (i.e., on the Ohio Scales 
form) equally for caregivers of urban low income 
African American adolescents diagnosed with an 
Axis I disorder (i.e., mental health and/or substance 
abuse disorder), is there a significant difference 
between treatment modalities (i.e., In-home, No in-
home, or Mixed)? 
Dependent 
(Functioning and 
Satisfaction scores, 
Parent dataset) and 
Independent 
(Treatment Modality) 
MANOVA
When considering both Satisfaction and 
Functioning responses (i.e., on the Ohio Scales 
form) equally for urban low income African 
American adolescents diagnosed with an Axis I 
disorder (i.e., mental health and/or substance abuse 
disorder), is there a significant difference between 
treatment modalities (i.e., In-home, No in-home, or 
Mixed)? 
Dependent 
(Functioning and 
Satisfaction scores, 
Youth dataset) and 
Independent 
(Treatment Modality) 
MAVOVA
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